analyzed for details of the arrhythmia, including atrial and ventricular rates, configuration of the atrial complexes, types of A-V block, and associated rhythm disturbances.
The diagnosis of PAT with block was made solely on the basis of the electrocardiogram ( fig.   1 ). We utilized the criteria of Lown and Levine, 2 which include atrial rates of 150 to 250 per minute; varying degrees of atrioventricular block (usually 2:1, Wenekebach, or varying in type) ; P waves that are upright in leads II, III, and aVF, and altered in configuration from those preceding development of the arrhythmia; an isoelectric baseline between the P waves and a P-P interval that may be slightly irregular. The massage or decreased by atropine or exercise. Ventricular premature contractions may be present. Sinee quinidine may slow the atrial rate of atrial flutter to below 250, we did not include cases in which quinidine had been given prior to development of the arrhythmiiia.
Results
The diagnosis of PAT with block was established in 37 cases. The patients ranged in age from 33 to 89. Although only 1 patient was female, this sex distribution is consistent with the total population of our hospital. In general, the patients were seriously ill with advanced heart disease. Thirty-four patients had organic heart disease with atherosclerotic, the most common type, present in over one third of the cases. Cor pulmonale was almost as frequent, occurring in 10 cases. In addition, there were 4 cases of hypertensive cardiovascular disease, 2 of rheumatic heart disease, and 1 ease each of myocarditis, polyarteritis, congenital heart disease, and dystrophic heart disease (i.e., progressive muscular dystrophy). There were only 3 patients in whom no heart disease could be demonstrated. Two of these were digitalized because of atrial tachyeardia and subsequently developed PAT with block. The heart disease was accompanied by congestive heart failure in 33 cases.
An unexpected finding was the high frequency of serious pulmonary disease ( supraventricular, either preceded or followed the PAT with block. Some of these, such as A-V dissociation and A-V nodal rhythm, also were thought to corroborate the suspicion of digitalis intoxication.
At the time of development of PAT with block all but 1 of the patients were receiving digitalis. Although it was often difficult to establish the presence of digitalis toxicity, especially in retrospect, review of the records revealed that in 22 patients there were clinical reasons in addition to the arrhythmia to suspect digitalis toxicity. It was of interest that all types of digitalis preparations were represented in the group. In 22 cases diuretics had also been administered shortly before the arrhythmia appeared. Nevertheless, the serum potassium was reduced (less than 3.5 mEq. per liter) in only 4 of the 23 patients in whom it was measured prior to potassium therapy.
PAT with block was managed by stopping digitalis or by administering potassium salts in 31 cases. Nine patients received procaine amide or quinidine in addition. Of this total of 31, only 3 died with the arrhythmia persisting. In the remaining 6 patients the rhythm disorder was not recognized and therefore not treated, and 4 of this group died with it still present. Despite the fact that only 7 patients died without conversion of the arrhythmia, 18 were dead within 1 month after development of the PAT with block, and a total of 22 died within 1 year. These figures point out the seriousness of the underlying heart disease with which PAT with block is usually associated. Typicnal e,nphle of' )-f'nitlh blo 1: fr)omt a patient icitl e jr plonnftl. Tie In nostre serie, associate morbo pulmonar esseva presente in 54 pro cento e corde pulinonal in 27 pro cento del casos.
